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Abstract
Purpose: Bullying in the adult transgender population is well documented, but less is known about bullying in
transgender and gender-diverse (TGD) youth. Studies have begun to explore experiences of bullying and the as-
sociated psychological distress in TGD youth; however, they often fail to distinguish among the separate groups
within LGBT samples. This study sought to explore the prevalence, nature, and outcomes of bullying in TGD
youth attending a transgender health service in the United Kingdom, taking into account birth-assigned sex
and out and social transition status.
Methods: Before their first appointment at a specialist gender clinic, participants completed a brief sociodemo-
graphic questionnaire, a questionnaire assessing experiences and outcomes of bullying, and a clinically validated
measure of anxiety and depression (Hospital Anxiety and Depression Scale).
Results: A total of 274 TGD people aged 16–25 years participated in the study. The majority of participants
(86.5%) reported having experienced bullying, predominantly in school. Bullying was more prevalent in
birth-assigned females and in out individuals, and commonly consisted of homophobic/transphobic (particularly
in socially transitioned individuals) or appearance-related (particularly in out individuals) name calling. Individ-
uals who reported having experienced bullying showed greater anxiety symptomology and also self-reported
anxiety, depression, and low self-esteem as effects of bullying. Birth-assigned females also reported greater ef-
fects on family relationships and social life.
Conclusion: These findings indicate very high levels of bullying within the young TGD population attending a
transgender health service in the United Kingdom, which affects wellbeing significantly. More intervention work
and education need to be introduced in schools to reduce bullying.
Keywords: adolescence, gender diverse, gender identity, mental health, minority stress, transgender
Introduction
The number of individuals who report their genderidentity as not being congruent with their sex assigned
at birth and who identify as transgender has increased rapidly
in recent years.1–4 Some transgender people wish to undergo
gender-affirming medical interventions to express their expe-
rienced gender, whereas others choose not to do so.5 Those
who wish to undergo these interventions will need to access
transgender health services.6 Research with transgender peo-
ple accessing clinical services has found that they often pres-
ent with elevated levels of mental health problems compared
with the general population, most notably anxiety and depres-
sion,7–10 low self-esteem,11 self-harm,12–14 and disordered
eating and poor body image.15,16
For example, research has found that those who identify as
nonbinary present with higher levels of mental health prob-
lems than binary trans people,17,18 and up to 46% of young
trans people acknowledge self-harming,14 making this group
of transgender people most at risk.19 This is perhaps not sur-
prising, given that adolescence is considered to be a critical pe-
riod for identity development, and the formation of gender
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identity is a vital part of this process.20,21 The development of
identity is also closely linked to the sense of belonging, which
is an important part of self-esteem development. Notably,
transgender youth report difficulties in engaging in every-
day activities with their peers, such as sports,22–24 which
can affect their sense of belonging to their peer group and
consequently their self-esteem.25
Research within the general population has found that so-
cial connectedness is key in building self-esteem.26,27 One
way in which social connectedness and self-esteem can be
affected negatively is through bullying.28,29 Bullying is a re-
peatedly unwanted aggressive (physical or psychological)
behavior that involves a real or perceived power imbalance
and can be verbal (e.g., name calling), social (e.g., leaving
someone out on purpose), physical (e.g., hitting/spitting),
or sexual (e.g., unwanted sexual comments or attention).30
Bullying can also take place remotely, in cyber space,
through social media.31 Young people who are bullied by
peers exhibit a lower sense of belonging to their school com-
munity and higher levels of depressive symptomatology,25 as
well as symptoms of post-traumatic stress disorder.32 Over-
all, experiences of bullying in childhood are associated
with poor mental, physical, and cognitive health outcomes,
which are pervasive and track into adulthood.33 Many of
the mental health problems14,34–36 and the high rates of
school nonattendance37–39 found among transgender people
may be explained by the experience of bullying.
Many studies have reported the high levels of discrimina-
tion that are experienced in the transgender population.40,41
However, most studies have focused on adults and, therefore,
the influence of bullying during the vital developmental pe-
riod of adolescence/young adulthood has not been fully ex-
plored in transgender youth. This could be for a number of
reasons. First, until recently, because of the lack of visibility
and acceptance of transgender people in society, many peo-
ple hid their gender identity until adulthood and, therefore,
did not experience bullying in their youth, or if they did,
their experiences would only be reported retrospectively.
Indeed, it has been found that older transgender people expe-
rience less internalized transnegativity and less psychologi-
cal distress than younger transgender people,42 which may
be related to less experience of bullying. Second, studies in-
cluding young transgender people tend to do so under the
LGBT umbrella, with the majority of participants identifying
as lesbian, gay, or bisexual (LGB) rather than transgender.
As sexual orientation identity and gender identity are very
different, the nature and effects of bullying are likely to be
different and thus not described reliably.43 Recent studies
have begun to explore the experiences of transgender
youth separately from their LGB peers.35,44 However, these
studies have relied heavily on the use of online surveys
and, therefore, may have attracted a biased sample; that is,
those who have experienced bullying being more likely to
engage with the survey than those who have not experienced
bullying.
In light of the limited evidence on the nature and possible
effects of bullying in transgender youth, this study aimed to
explore experiences of bullying in a homogeneous sample of
treatment-seeking young transgender and gender-diverse
(TGD) people presenting for their first assessment at a na-
tional transgender health service. Experiences and outcomes
of bullying and the association with current psychological
well-being (depression and anxiety) were investigated, tak-
ing into account birth-assigned sex and out and transition sta-
tus. As bulling can take many forms and, importantly, many
transgender people may initially come out as lesbian, gay, or
bisexual, the study explored multiple aspects of bullying and
was not limited to transphobic bullying only.
In summary, we hypothesized that TGD youth would be
more likely to report having experienced bullying than not
having experienced bullying, and that reporting experiences
of bullying would be associated with greater anxiety and de-
pression symptomology and other negative effects on well-
being. We also hypothesized that bullying may differ based
on visibility (out and/or social transition status) as people
may experience more bullying once others are more aware
of their transgender identity. Regarding sex assigned at
birth, as society remains largely heteronormative and less
accepting of feminine boys compared with masculine
girls,45,46 we hypothesized that bullying may be higher in in-
dividuals assigned male at birth.
Methods
Participants
In line with the age range used in previous studies with
transgender youth,14,17,18 youth were defined as those aged
16–25 years. This is broadly consistent with the United
Nations definition of youth being of ages 15–24 years but ac-
knowledges that this may differ depending on context.47 All
individuals aged 16 to 25 years who were offered an appoint-
ment at a national transgender health service in the United
Kingdom between November 2014 and December 2016
were invited to participate. The clinic is one of the larger
transgender health services in Europe and receives >1000 re-
ferrals a year of people aged 16 years and older (>50% are
young people aged 16–25 years).
Procedure
Before their first appointment, patients referred to the
clinic were sent (through mail) an invitation to participate
in the study, which included an information sheet, a consent
form, and the questionnaires (see Measures section). The
questionnaires could be completed in the individual’s own
time and were returned either by post or brought to the
first appointment. No questions were labeled as mandatory
and questions could be skipped. This study was part of a lon-
gitudinal study looking at the clinical correlates and out-
comes of the treatment pathways for transgender people
attending a national clinic in the United Kingdom. For
their data to be included in this study, all participants had
to sign the consent form. If they did not consent, the informa-
tion was not used for research. There were no additional
steps to encourage participation beyond this and no incen-
tives were offered.
The study received ethical approval from the National
Health Service (NHS) Research Ethics Committee and the
Research and Development Department of the Nottingham-
shire Healthcare NHS Foundation Trust (REC: 14/
EM/0092) in line with Health Research Authority guidance,
which included approval for individuals aged 16 years and
older to sign, giving their consent without the need for addi-
tional parental consent.
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Measures
Demographics. This brief questionnaire required partic-
ipants to indicate their age, birth-assigned sex, and identified
gender. The response options for this latter question were de-
veloped in consultation with transgender people as part of a
study funded by the World Health Organization48,49 and con-
sisted of six options: (1) I identify as a man (including with
a trans history); (2) I identify as a woman (including with
a trans history); (3) I identify partly as a man and partly as a
woman; (4) I identify neither as a man nor as a woman; (5)
I don’t know what my gender identity is (yet) or I am
questioning my gender identity; (6) Other ( please specify).
Participants were also asked to indicate, if applicable,
the age at which they came out and the age at which they
socially transitioned. These were self-defined and partici-
pants were not given any definition. The participants were
also asked to identify their ethnic origin and the following
response options were given: White, Black Caribbean,
Black African, Black Other, Indian, Pakistani, Bangladeshi,
Chinese, Other ethnic group ( please specify).
The Hospital Anxiety and Depression Scale50. This is a
14-item self-report screening scale developed to indicate the
possible presence of anxiety and depression states. It consists
of two subscales, each with seven items. An example of an
anxiety question is ‘‘I feel tense or ‘wound up’’’ and an exam-
ple of a depression question is ‘‘I feel as if I am slowed down.’’
Participants are asked to indicate, using a 4-point Likert scale
denoting agreement or disagreement, how often they have felt
that way during the preceding week. A score of 0–7 on either
scale is regarded as being in the normal range (no symptoms),
a score of 8–10 is suggestive of the presence of a disorder
(possible symptoms), and a score of 11 or higher indicates
the probable presence of a disorder (symptoms), with the max-
imum subscale score being 21. The Hospital Anxiety and
Depression Scale (HADS) has been found to perform well
in assessing the symptom severity and caseness of disorders
in both patients and the adult general population51 and adoles-
cents,52 and has been used previously in the transgender pop-
ulation.8,10,53 Cronbach’s alpha coefficients were very good
for the measure of anxiety (a= 0.823) and good for the mea-
sure of depression (a= 0.742).
The Transgender Bullying Questionnaire. This descrip-
tive questionnaire was developed specifically for the pur-
poses of this study. The aim of the questionnaire was to
collect information regarding reported experiences of bully-
ing and the type and nature of bullying behavior. Questions
were developed after reviewing existing literature by differ-
ent organizations (e.g., the UK’s National Society for the
Prevention of Cruelty to Children [NSPCC]).
The questionnaire consists of nine items. Item 1 asks par-
ticipants to indicate whether they have ever experienced bul-
lying (yes/no). This is self-defined. If yes, eight questions
follow that explore the bullying in more detail. Specifically,
participants are asked to indicate when bullying occurred
(in the past 12 months, 1–2 years ago, or 2 or more years
ago; item 2) and where bullying occurred (school, college,
work, outside place, home, or online; item 3). Item 4 then
asks how bullying occurred, with response options of (a)
physical (when someone pushes you, hits you, or harms
you in any way physically), (b) name calling (being verbally
called names), (c) social (being excluded by others), cyber
(being bullied online, through mobile phone, or on social
networks), and (d) sexual (unwanted sexual advances/
comments). Item 5 asks about the nature of the bullying, with
response options of (a) racial (because of your skin color, eth-
nicity, or religious background), (b) homophobic/transphobic
(because of your sexuality or gender identity; being part of
the LGBT* community), (c) gender (because you are a
boy or a girl), (d) appearance (because of your body image,
clothes, weight, etc.), and (e) disability (because of a dis-
ability or additional needs).
As clinical experiences suggest that many young transgen-
der people describe going through a period in which they
initially identified as gay, and both types of bullying (homo-
phobic and transphobic) may be experienced in a connected
way, they can be difficult to differentiate from one another.
Thus, the questionnaire asked about homophobic and trans-
phobic bullying together as one item. For items 2–5, partic-
ipants could select as many responses as were appropriate.
Participants were also asked whether bullying occurred by
more than one person (yes/no; item 6), whether they were
able to tell anyone (yes/no; item 7) and if so, who they told
(parent, teacher, family member, friend, other; item 8). The
final question (item 9) presented a list of effects on well-
being and participants were asked to indicate whether they
felt that the bullying they experienced had affected them in
any of the following ways: engaging in self-harm, experienc-
ing suicidal thoughts, feeling depressed, feeling anxious,
poor family relationships, feeling withdrawn, feeling angry,
poor school work, lack of friendships, low self-esteem, and
poor social life. Participants could select as many responses
as were applicable.
Data analysis
All data were tabulated and analyzed in SPSS 22.54 Partic-
ipants were allocated to groups according to reported bully-
ing experiences (bullied/not bullied) and birth-assigned sex
(male/female). The majority of the analyses were conducted
on frequency data related to reported experiences of bullying
(occurrence, location, help seeking, type, nature, and effects
on wellbeing) and so were analyzed by chi-square test.
As the experiences of bullying, particularly homophobic/
transphobic bullying, could have been affected by whether
a person was out or had socially transitioned, data related
to the frequency of reporting having experienced bullying
and the nature of bullying experiences were also analyzed
according to these categories (out vs. not out; socially transi-
tioned vs. not socially transitioned). For the analyses assess-
ing anxiety and depression, Shapiro–Wilk tests revealed that
the data for both were non-normally distributed (anxiety:
W= 0.972, p< 0.001; depression: W= 0.967, p< 0.001). As a
result, differences between groups were compared using
Mann–Whitney U tests. The significance level for all analyses
was set at p< 0.05.
Results
Participant characteristics
Three hundred and six participants aged 16–25 years were
invited to take part in the study. Of these, 32 (10.5%)
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declined and 274 (89.5%) agreed. The majority of partici-
pants were White British (n= 263, 96%). Data on disability
were not collected. The mean age of those participating
was 19.38 years (SD = 2.55) and the modal age was 17
years old (n = 95, 34.7%). There were 179 (65.3%) birth-
assigned females and 95 (34.7%) birth-assigned males. Infor-
mation regarding gender identity indicated that 164 (59.9%)
participants identified as men, 77 (28.1%) identified as
women, 8 (2.9%) identified as partly both, 6 (2.2%) identi-
fied as neither, 8 (2.9%) identified as other, 4 (1.5%) did
not know, and no response was available for 7 (2.6%) partic-
ipants. Due to the variation in gender identity, sex assigned at
birth was used in this study.
In relation to coming out, 233 (85.0%) participants indi-
cated that they had come out and the mean age at which com-
ing out occurred was 16.25 years (SD= 3.28, range 6–25
years). Being out was more common for birth-assigned fe-
males (93.9% out vs. 6.1% not out) compared with birth-
assigned males [68.4% out vs. 31.6% not out; v2(1)= 31.55,
p< 0.001]. In terms of social transitioning, just over half
(n= 157, 57.3%) of participants indicated that they had so-
cially transitioned by the time the assessment took place
and the mean age of social transitioning was 17.08 years
(SD= 2.92, range 8–25 years). Birth-assigned females were
more likely to have socially transitioned than not (63.6%
vs. 36.4%), whereas the opposite was true for birth-assigned
males [36.0% transitioned vs. 64.0% not; v2(1)= 13.72,
p< 0.001]. There was no significant difference in the age of
those who indicated that they had (median= 18, mean=
19.23, SD= 2.58) versus had not (median= 19, mean= 19.57,
SD= 2.51) socially transitioned by their first assessment ap-
pointment (U= 8324, p= 0.174). However, there was a signif-
icant difference in age according to being out, with those who
were not out being significantly older (median= 20, mean=
20.17, SD= 2.31) than those who were out (median= 18,
mean= 19.24, SD= 2.57; U= 3554, p= 0.007).
Characteristics of the bullied participants
As shown in Table 1, of the 274 participants in the sample,
86.5% (n = 237) reported having experienced bullying. There
was a statistically significantly higher number of people who
reported having experienced bullying than those who
reported not having experienced bullying [v2(1) = 145.985,
p < 0.001]. Birth-assigned females more often reported
being bullied compared with birth-assigned males [n = 162,
90.5% vs. n = 75, 78.9%; v2(1) = 31.937, p < 0.001]. Birth-
assigned females who reported having experienced bullying
were also significantly younger (median = 17, mean = 18.72,
SD = 2.36) than birth-assigned males who reported having
experienced bullying (median = 20, mean = 20.6, SD = 2.57;
U = 8794, p < 0.001). Only 230 of the 237 participants who
reported having experienced bullying answered the question
regarding when bullying had occurred. For over half of the
participants, this was 2 or more years ago (n = 137, 59.6%;
1–2 years ago, n = 50, 21.7%; <12 months ago, n = 43,
18.7%).
Out status, transition status, birth-assigned sex, and bullying.
Table 1 shows that the majority of the 237 participants who
indicated that they had experienced bullying were out by
the time they were assessed (n = 203, 85.7%) and just over
half (n = 130, 54.9%) indicated that they had socially transi-
tioned. As the increased frequency of reporting bullying
by birth-assigned females could have been influenced by dif-
ferences in out/transition status, the analysis was repeated
twice, only including those who were (1) socially transitioned
(n = 130), or (2) out (n = 203) at the time of assessment. The
first analysis showed that individuals who were socially
transitioned were no more likely to report having experi-
enced bullying than those who were not socially transitioned
[v2(1) = 2.232, p = 0.135], but that birth-assigned females
who were socially transitioned were more likely to report
bullying (n = 103, 63.6%) than socially transitioned birth-
assigned males [n = 27, 36.0%; v2(1) = 15.747, p < 0.001].
The second analysis showed that individuals who were
out were more likely to report having experienced bullying
[v2(1)= 120.511, p< 0.001] than those who were not out,
and that out birth-assigned females (n = 153, 94.4%) were
more likely to report having experienced bullying than
their out male birth-assigned counterparts [n = 50, 66.7%;
v2(1)= 32.192, p< 0.001]. This confirms that independent of
their out/social transition status, birth-assigned females were
at a higher risk of being bullied than birth-assigned males.
Where bullying occurred
The majority of bullied participants (n = 221, 93.2%) were
highly likely to report having been bullied by more than one
person. All but one of the participants who reported being
bullied answered the question about where bullying occurred
(n = 236) (Table 2). Analysis of the frequency with which
participants reported that bullying occurred in different pla-
ces found that bullying was significantly likely to occur at
school (n= 217, 91.9%). Bullying in other outside places
(n = 87, 36.9%) and online (n= 52, 22.0%) was also reported
but was significantly less common. Reporting being bullied
at college/university (n= 46, 19.5%) and work (n = 16,
6.8%) was much lower, mostly reflecting the age of the par-
ticipants (i.e., not yet at work/university). Reporting being
bullied at home was uncommon (n = 10, 4.2%). The study
did not find significant differences between sex assigned at
birth and whether bullying was perpetrated by more than
Table 1. Frequency of Participants Reporting Having Experienced Bullying,
Overall and by Social Transition or Out Status
All (N = 274) Birth-assigned males (N = 95) Birth-assigned females (N = 179)
n (%) n (%) n (%)
Bullied 237 (86.5)** 75 (78.9)** 162 (90.5)**
Socially transitioned and bullied 130 (54.9) 27 (36.0)** 103 (63.6)**
Out and bullied 203 (85.7)** 50 (66.7)** 153 (94.4)**
**p < 0.001.
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one person, nor being bullied at school, at work, outside, at
home, or online.
Asking for help
Of the participants who reported being bullied (n = 237),
the majority (n= 185, 78.1%) stated that they told someone
(Table 2). Parents were significantly likely to be told
(n= 106, 57.3%) followed by friends (n = 89, 48.1%, ns)
and teachers (n = 84, 45.4%, ns). Other family members
and ‘‘others’’ were significantly least likely to be confided
in by the participants. There was a significant association be-
tween sex assigned at birth and seeking help (or not) from
other family members and others. Specifically, birth-
assigned females (n = 17, 14.2%) were less likely to report
asking for help from other family members than birth-
assigned males (n = 18, 27.7%), but more likely to report
requesting help from ‘‘others’’ (n = 21, 17.5% vs. n = 4,
6.2%).
Type of bullying
In total, 233 participants answered questions about the
type of bullying that they experienced (Table 3). Bullying
was reported in all categories. Of these, name calling was
significantly frequently reported (n = 223, 95.7%), whereas
physical (n= 86, 36.9%), sexual (n = 68, 29.2%), and cyber
bullying (n = 61, 26.2%) were significantly less common.
Social bullying (n = 120, 51.1%) was reported by approxima-
tely half of the participants. No significant associations were
found between any of the types of bullying and sex assigned
at birth.
Nature of bullying
In total, 234 participants answered questions about the na-
ture of the bullying that they experienced (Table 3). Bullying
that was based on appearance (n = 189, 80.8%) or was homo-
phobic/transphobic (n = 186, 79.5%) was significantly fre-
quently reported. Gender-based comments were relatively
common (n= 111, 47.4%), whereas racial and disability-
based comments were least common, reflecting the lack of di-
versity in the sample. The nature of bullying reported most
often by birth-assigned females was appearance-related bul-
lying (n= 144, 89.4%) followed by homophobic/transphobic
bullying (n= 136, 84.5%). These were also the most common
to be reported by birth-assigned males, but to a significantly
less extent (n= 45, 61.6% and n= 50, 68.5%, respectively).
Gender-based bullying was significantly more frequently
reported by birth-assigned females (n= 87, 54% vs. n= 24,
32.9%).
Out status, transition status, birth-assigned sex, and nature
of bullying. Within the socially transitioned group, homo-
phobic/transphobic bullying was reported most frequently
(n= 112, 86.2%) and was significantly more common than
in the nontransitioned group (n= 74, 71.2%) (Table 4). The
nature of bullying that was reported the next most often
was appearance-related bullying (n = 107, 82.3%), which
was similarly common in the nontransitioned group (n= 82,
78.8%). Conversely, gender-based bullying was more likely
to be reported by the group that had not socially transitioned
(n= 62, 59.6%) compared with the socially transitioned
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group (n = 49, 37.7%). Birth-assigned females within the so-
cially transitioned group were more likely to report
appearance-related bullying than birth-assigned males
[n = 92, 89.3% vs. n = 15, 55.6%; v2(1) = 16.748, p < 0.001],
but no other differences were significant.
For those who were out, appearance-related bullying was
reported most frequently (n = 170, 84.6%), and this was
reported significantly more often compared with those who
were not out (n= 19, 57.6%) (Table 4). The next most fre-
quent nature of bullying reported by out participants was ho-
mophobic/transphobic bullying and this nature of bullying
was the most commonly reported by the not out individuals
(n= 162, 80.6% vs. n= 24, 72.7%). Gender-based bullying
was reported by approximately half of all participants in
each group (out; n= 94, 46.8%: not out; 17, 51.5%) and, there-
fore, there were no significant differences in the likelihood of
reporting this nature of bullying.
Out birth-assigned females mostly reported experiencing
appearance-related bullying (n = 136, 89.5%), which was
reported significantly more often than by birth-assigned
males [n= 34, 69.4%; v2(1)= 11.461, p = 0.002]. They also
often reported experiencing homophobic/transphobic bully-
ing (n= 128, 84.2%), which was reported significantly
more often than by birth-assigned males [n = 34, 69.4%;
v2(1)= 5.206, p= 0.036], and just over half reported gender-
based bullying compared with a quarter of birth-assigned
males [n = 81, 53.3% vs. n = 13, 26.5%; v2(1)= 10.658,
p = 0.002]. Racial [v2(1) = 2.06, ns] and disability-based
[v2(1) = 0.45, ns] bullying was equally infrequently reported
by both birth-assigned sex groups, again likely reflecting the
lack of diversity within the group.
Self-reported effects of bullying on wellbeing
Table 5 shows the frequency of reported effects of bully-
ing on wellbeing, as assessed by the Transgender Bullying
Questionnaire. The most frequently cited effect was on
self-esteem (n = 196, 82.7%). In addition, frequently and sig-
nificantly endorsed were effects on anxiety (n= 162, 68.4%)
and depression (n= 139, 58.6%). Approximately half of the
participants reported the following adverse effects of bullying:
poor social life, feeling withdrawn, feeling angry, and lack of
friends. Significantly less likely to be reported was any effect
on family relationships, school work, or experiences of self-
harm or suicidal thoughts. However, when analyzing birth-
assigned sex, birth-assigned females were more likely than
birth-assigned males to indicate that bullying had affected
family relationships (n= 51, 31.5% vs. n= 9, 12%) and social
life (n = 92, 56.8% vs. n = 31, 41.3%). All other differences
were nonsignificant.
Association with anxiety and depression at assessment
Mann–Whitney U tests performed on the HADS responses
showed that significantly more anxiety was reported by those
who reported experiencing bullying (median = 12.00,
SD = 4.209) than those who reported that they had not expe-
rienced bullying (median = 9.00, SD = 5.324; U = 3122.5,
p = 0.005), but that the difference in depression failed to
reach significance (median = 7.00, SD = 3.7 and medi-
an = 6.00, SD = 3.079, respectively; U = 3537.5, p = 0.058).
No differences were found in anxiety between birth-assigned
females (median = 12.00, SD = 4.505) and birth-assigned
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males (median = 10.00, SD = 4.345; U= 8415.5, p = 0.889) or
in depression between these groups (median=7.00, SD=3.748,
and median = 7.00, SD = 3.654 respectively; U = 7707.5,
p = 0.201).
Discussion
This study explored the experiences of bullying reported
by young people presenting for their first appointment at a
transgender health service in the United Kingdom and how
these experiences related to their wellbeing and levels of
anxiety and depression. The study found that within these
TGD youth, rates of bullying were very high, with the major-
ity reporting having experienced bullying (86.5%), with
name calling being extremely common (reported by 96%
of the bullied participants). This is somewhat higher than
many recently reported rates of bullying in the general pop-
ulation (22% in 12–20-year olds55) and in LGB youth (55%
in 2012, and 65% in 200744,56), suggesting that TGD youth
are at increased risk for bullying compared with sexual mi-
nority youth. It is also higher than in the most recent Stone-
wall reports of transgender youth (64% in 201744), which
may reflect differences in the experiences of youth who
have already accessed health care.
Within the bullied group, birth-assigned females reported
having experienced bullying more often than did birth-
assigned males. This finding was not in line with our hypoth-
esis that birth-assigned males may experience more bullying
due to society’s difficulty in accepting feminine boys.45,46
Although this may reflect changing attitudes toward mascu-
linity,57 this does not negate the fact that the high prevalence
of bullying suggests that it is still very much driven by heter-
onormative norms.58 However, it is consistent with research
that has shown that bullying is more often experienced by fe-
males (both lesbian and heterosexual) than males,59 and that
females are more likely to experience more indirect bullying
and victimization,60 including backbiting, social exclusion,
and manipulations of social structures to cause pain. It may
also reflect deeply rooted differences in the stigma related
to ‘‘being bullied,’’ with birth-assigned males less likely to
report this due to perceptions of weakness.61
Overall, bullying was most frequently appearance related
or homophobic/transphobic in content, particularly among
birth-assigned females. Experiencing these two types of bully-
ing may contribute to the elevated levels of distress described
for TGD individuals assigned female at birth.62,63 Birth-
assigned females also reported experiencing sexual bullying
more often, but physical bullying less often than did birth-
assigned males, although the differences were not statistically
significant. These findings seem to suggest that birth-assigned
females are at an increased risk for bullying on multiple
levels, which are all seemingly related to gender norms of
appearance and sexuality. This may possibly reflect the prev-
alent misogynistic discrimination and bullying to which cis-
gender females are subjected.64 The possibility that bullying
is highly gender driven, influencing the type of bullying that
is engaged in/or experienced65 warrants further study, as
does the influence of the gender of the perpetrator.
Bullying was also influenced by out status, being more
commonly reported by those who were out. However, it
was not influenced by social transition status, being equally
common in those who had and had not socially transitioned.
Appearance-related bullying was reported significantly more
often by out individuals, whereas homophobic/transphobic
bullying was reported more often by socially transitioned in-
dividuals. In addition, socially transitioned individuals were
less likely to report experiencing gender-based bullying than
their nontransitioned counterparts. Again, within each group,
birth-assigned females were more at risk. These findings sug-
gest that being out may attract bullying related to how one
presents oneself and that bullying may move away from ap-
pearance and not conforming to gender norms (gender-based
bullying) to more explicit transphobia when a social transi-
tion is made. This also suggests that gender-based bullying
is likely to remain high for those who do not identify on
the gender binary. Indeed, as nonbinary people become
more visible in society,66–68 gender-based bullying is likely
to increase. This reflects a potentially negative impact of in-
creasing awareness of diversity of gender identities, in that it
can create a further basis for bullying.69
The majority of bullying was found to occur in school and
be perpetrated by more than one person. Although it was en-
couraging that 78% of those who reported being bullied had
confided in someone, this was predominantly parents. This
suggests that the school environment is not regarded as sup-
portive and schools should be doing more to help reduce the
bullying of TGD youth.70 Schools have a very influential role
to play in how young people view gender roles and identi-
ty37,71 and are as influential as family in supporting engage-
ment in and satisfaction with school.72 Studies have found
that teachers themselves might engage in transphobic bully-
ing or fail to intervene when they witness this bullying.41,44
As a result, TGD students may internalize more stigma and
discrimination than their LGB counterparts,63,73 as students
in the United Kingdom report that their schools teach that ho-
mophobic bullying is wrong, but do not similarly teach that
transphobic bullying is wrong.44 In this regard, the Funda-
mental Rights Agency—the European Union’s center of
human rights expertise tasked with conducting research, in-
creasing awareness, and developing and promoting policy
to protect the fundamental right to dignity—encourages
schools to adopt general antibullying policies that include
transgender issues.74
When assessing the reported effects of bullying, the ma-
jority of individuals indicated that their self-esteem had
been affected. This is not surprising as bullying erodes
sense of belonging, and ostracism has been linked to reduced
self-esteem and be similar to physical pain.75 Birth-assigned
sex influenced the reported effect on family relationships and
social life, with birth-assigned females being more likely to
indicate negative effects in these areas. Why this is the
case is unclear. However, it may be that although bullying
in school was common for both birth-assigned males and fe-
males, and mainly consisted of name calling, the difference
in the context may be important. Birth-assigned females
may be experiencing more indirect bullying62 that affects so-
cial functioning and, therefore, has a greater impact on social
life. Indeed, transgender youth have been found to report
problems with school climate and attendance, even if grades
do not suffer,76 suggesting the importance of social life
within this context. This also may then cascade to influence
family relationships.
In terms of the association of bullying with anxiety and de-
pression measured with a clinically validated tool, bullied
8 WITCOMB ET AL.
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individuals had significantly higher levels of anxiety symp-
tomatology, but not depression, than those who had not
been bullied. This was the same for both birth-assigned
sexes. High levels of anxiety have been found in transgender
people attending health services,8,9 and these findings suggest
that bullying could be part of the etiology of anxiety experi-
enced by this population. Although there was no increased
reporting of risk of self-harm and suicidality, lifetime expo-
sure to trans-related victimization has been shown to be re-
lated to suicidality,17,77 and so it is important to note effects
on wellbeing from a young age.
Strengths and limitations
A merit of this study is that it has gone beyond a simple
survey of all LGBT youth and has explored bullying of
TGD youth more systematically. It was conducted with a
sample of young TGD people attending a national transgen-
der health service who are assumed to be relatively homoge-
neous. However, we note that we do not know when bullying
occurred in relation to coming out/social transitioning. Fur-
thermore, the assessment of being out/having socially transi-
tioned with a simple dichotomous yes/no question may be too
simplistic and lack precision to report reliably on individuals’
experiences. For example, a person may be out in some cir-
cumstances but not in others, and social transition can happen
gradually and be dependent on context. We also do not know
whether some of the participants may have already started to
self-medicate with hormones.78,79 As gender-affirming hor-
mone use is associated with improved mental health,53,80–82
some of the participants may have reported greater wellbeing
as a result of taking hormones, and thus the effects of bullying
on anxiety and depression may be underestimated. Future
studies should control for medical and psychiatric history.
In addition, this study only recruited individuals who were
in contact with a transgender health service and should not be
considered to be representative of all TGD youth. There may
be differences between those who are and are not attending a
service that are important in relation to mental health. For ex-
ample, those not in contact with a service may experience
less bullying but may be living with more internal stressors
(e.g., fear, anxiety, and anticipated family rejection).83 Con-
versely, our bullied participants may be experiencing better
mental health as a result of being in contact with a service
and possibly an imminent start to the process of medical tran-
sition, or indeed may be underreporting difficulties due to
concerns over their acceptance for medical transition.
Finally, the possibility that TGD youth who experience ho-
mophobic bullying do so in different ways to LGB youth
needs to be explored further. Indeed, some TGD youth report
initially identifying as lesbian, gay, or bisexual and experi-
ence homophobic bullying, before later identifying as trans-
gender. Thus, they may experience bullying on multiple
intersecting levels.84 It should be noted that our sample was
racially homogeneous and is, therefore, not representative
of those who have multiple stigmatized identities. Future re-
search should seek to explore in more depth the different
ways in which young TGD people experience bullying and
any associated factors, such as transition status and early
sexuality identification, as well as ethnicity and disability,
which could contribute to the nature and type of bullying
experienced.
Conclusion
The results of this study highlight the high levels of bully-
ing that TGD young people are subjected to and the effect of
bullying on decreased psychological wellbeing and aspects
of functioning. Schools, where most bullying occurs, have
a significant role to play in supporting TGD youth, and future
studies should investigate the efficacy of educational pro-
grams that can teach acceptance and nontolerance of bully-
ing. Clinical practice needs to incorporate the investigation
of bullying experiences into patient care and acknowledge
the role of bullying in problems with anxiety and self-esteem
to best serve help-seeking TGD youth.
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